I am pleased that Cappelleri and Rosen replied to my critique of the Sexual Health Inventory for Men (IIEF-5), 1 and grateful for the opportunity to clarify my point of view after publication, in the same issue, of both the reply of Cappelleri and Rosen 2 and the article on the development of the IIEF-5. 3 As mentioned before, I ®rst saw this questionnaire in a Dutch booklet for patients with erectile problems. In this booklet, produced in collaboration with P®zer, the Sexual Health Inventory for Men was presented as a means of ®nding out if the reader of the booklet is suffering from erectile problems. 4 I am of the opinion that using sumscores and cut-off points is unnecessarily complicated for that purpose. Of course, I know that measurement instruments using sumscores and cut-off points are frequently applied in research and clinical practice. For the readers of this booklet, however, a couple of questions giving insight into the diagnostic criteria would have been more informative. The questions I proposed give such an insight; the questions of the IIEF-5 do not.
Cappelleri and Rosen state that`The questions that constitute the IIEF-5 are transparent and, therefore, do indeed provide a clear insight into the diagnostic criteria.' Transparency of the items and insight into the diagnostic criteria do not, however, necessarily go together Ð especially when some calculation is needed for the diagnosis. Moreover, the transparency of the items is open to question. 1 The assertion that the items of the IIEF-5`are part of a superior body of items' does not make any difference. The fact that these items are a subset of`the cross-culturally valid and psychometrically sound IIEF' only gives food for thought regarding the IIEF.
I am, of course, sensitive to the fact that respondents have addressed these items`with no or little dif®culty'. Apart from respondent comfort, however, the quality of the answers is also an important criterium while reviewing items. Do all respondents, for example, think about a similar situation when confronted with a description as sexual stimulation'? Cultural differences might explain why in The Netherlands a word likè penetration' and the choice of`sexual intercourse' ± and not`sexual contact' ± as the most important sexual situation is viewed as`clumsy'. Selection of respondents might explain why the dif®culties I expected apparently did not occur.
With respect to Item 2,`When you had erections with sexual stimulation, how often were your erections hard enough for penetration?', I noticed that respondents who were sexually stimulated but never had an erection could not answer this question. I realize that`almost neveranever' was listed as an option', but that option, can properly only be used in cases where the respondent had erections as a result of sexual stimulation, but these erections were`almost neveranever' hard enough for penetration. In cases where the respondent did not have erections as a result of sexual stimulation, no appropriate alternative was available.
If the IIEF-5 has only been presented to respondents who did have erections as a result of sexual stimulation, the lack of such an alternative will not have been problematic. There is reason to suppose that this is what actually happened: according to Cappelleri and Rosen,`the IIEF-5 is primarly based on ( F F F ) men who have attempted sexual activity and sexual intercourse in the past six months'. Men who in the past six months did not have erections as a result of sexual stimulation probably did not try to have sexual intercourse and therefore were not (or only exceptionally) represented among the respondents.
The patients with erectile dysfunction who completed the IIEF-5 were a selection of those in clinical practice: primarly men who attempted sexual intercourse in the past six months were invited. That`the sample of men with erectile dysfunction came from clinical trials' makes this group even less representative Ð one must suspect there were numerous other exclusion criteria. This means that the data on sensitivity and speci®city published by Rosen et al 3 do not necessarily say anything about the screening properties of the IIEF-5 in, for example, a general practice setting.
The 15-item version of the IIEF did not function as the`gold standard' on whether or not a patient truly had erectile dysfunction. On that point I did make a rash conclusion. Moreover,`it is quite false that all repondents would be de®ned as impotent who (1) do not have a partner; (2) do not have sexual contact with their partner; or (3) do have sexual contact but no sexual intercourse:'`The IIEF-5 is not applicable in each of these three scenarios.' Again I arrived at the wrong conclusion; this time, however, through no fault of my own, for what is the use of zero coded responses' such as`no sexual activity' in Item 2 and`did not attempt intercourse' in Items 3 to 5, if the IIEF-5 is only applicable for patients who attempted sexual activity and sexual intercourse in the past six months? In Table 2 of the article on the development of the IIEF-5 these`zero coded responses' cannot be found; 3 in the Dutch and the English versions of the IIEF-5 I have at my disposal, they are de®nitely present.
In their reply to my critique of the IIEF-5 Cappelleri and Rosen state that`its lower-bound score is 5' ± suggesting that the`zero coded responses' mentioned above do not exist or should not be used while calculating the sumscore. In the discussion of their article on the development of the IIEF-5, however, the authors write that`If men who reported having had no sexual activity are considered, we suggest that the severest category of ED be graded from 1 to 7, instead of 5 to 7, provided that they had clinically diagnosed ED or were involved in a stable relationship with a female partner.' In that case the`zero coded responses' are certainly used.
In addition, the authors seem to suggest that in patients who had no sexual activity in the past six months, a clinically diagnosis of ED or the information that one is involved in a stable relationship with a female partner is enough to conclude that these patients are severely impotent. When talking about a screening instrument the need for an independent, clinical diagnosis is rather exceptional. The conclusion that someone who is involved in a stable relationship with a female partner and has no sexual activity is severely impotent is, of course, not necessarily right.
In their reply to my critique of the IIEF-5, Cappelleri and Rosen state that this questionnaire is not applicable in the three scenarios above mentioned. In their article on the development of the IIEF-5 Rosen et al do not. I believe that to be an important omission. Speaking in this context about a`measure of common sense' is too easy. Readers who realize that the IIEF-5 is a screening instrument for erectile disorders that is not applicable for men who are most severely affected by this disorder Ð patients who can not have sexual intercourse, although they might have sexual contact with their partner Ð might not be interested in using it. For those who cherish`good science' that is no reason to withhold that information from them.
I am very curious to know what Cappelleri and Rosen think about usage of the IIEF-5 in publications for a general audience, such as the booklet on erectile problems that motivated me to write my critique of the IIEF-5 4 and the folder titled`Erectile disorders? Complete the test and discuss it with your doctor' that a colleague recently brought to me from a local pharmacy. 5 Just as in the article on its development, in these publications the message that the Sexual Health Inventory for Men should not be completed by men who (1) do not have a partner, (2) do not have sexual contact with their partner, or (3) do have sexual contact but no sexual intercourse, can not be found. Are these cases in which the IIEF-5 is`used blindly'?
